ABSTRACT
INTRODUCTION
Prominent ear, which is a deformity associated with both genders, is characterized by increased cephaloauricular angle and is about 5% of normal births (1) . Its' heredity is autosomal dominant and it occurs at the 10 th week of intrauterine life (2) (3) (4) (5) (6) . Although it does not affect the auditory function, the patients or their families suffer from psychological distress and emotional trauma, especially at school. A myriad of surgical procedures have been used for the stated deformity. These procedures can be categorized as cartilage cutting techniques, cartilage sparing techniques and incision-less techniques (7) . Regardless of the surgical technique, the treatment intends to correct the deformity eliminating or minimizing the unnatural appearance. The new auricle should have soft contours and normal anatomic beauty. The new helicomastoid distance can be set as 1.2 cm from the superior helix to the scalp, 1.8 cm from mid-helix to scalp, 2.2 cm from lobule to scalp (8) . The present study describes a new surgical technique, which is simple, quick and easy to learn.
PATIENTS AND METHODS
A total of 40 consecutive patients (19 males, 21 females; 76 ears) participated in the study for the scaphomastoid suture technique (Table) . The patients' ages were between 13 and 40 years, with an average age of 22.9 years. An informed consent form was signed by all participants or their parents. Patients were evaluated before the surgery, and their helicomastoid distance was measured. In addition, blood tests (complete blood count, bleeding parameters and hepatitis tests) were done before surgery. All the cases were operated on by the same surgeon under local anaesthesia. The patients were discharged from hospital on the evening of the surgery. 
Surgical technique
After cleaning the auricle and covering the patient with sterile drapes, a piece of sterile gauze was inserted into each external auditory canal orificiums to protect the auditory canal.
Local anaesthesia with a 50% solution of 20 mg/mL lidocaine and 0.0125 mg/mL epinephrine (prepared with saline) was injected to the area between the epicondrium and subcutaneous tissue and observed for hydrodissection and local anaesthesia. An incision was made to the posterior aspect of the auricula and suprapericondrial dissection was performed (Fig.  1a) . The needles were inserted through the scaphoid fossa, or the area corresponding to the scaphoid fossa (Figs. 1b−1d) .
After control of bleeding, four scaphomastoid mattress sutures were placed from the posterior aspect of scaphoid fossa to the mastoid periosteum with 4/0 non-absorbable monofilamantary suture material (Fig. 1e) . No cartilage sparing, cutting, or resection was done in the procedure. After controlling the anterior aspect of the auricle, the sutures were tied gently to prevent over-correction. The helicomastoid distances were measured with a sterile ruler. Then, the skin was sutured with 5/0 absorbable monofilament suture material. Each ear was covered with ointment-impregnated gauze. This was followed by the application of the compression bandages to reduce the oedema and the haematoma risk.
On the first postoperative day, the dressings were replaced by a light headband to avoid epidermal abrasion. The patients were advised to apply ointment once a day. At the end of the third day, the patient was permitted to take a shower with baby shampoo. On the second week, the headband was removed at day time and applied only at night time. After the sixth week, it was removed totally.
RESULTS
Patients were recommended to the doctor at one week, six months and one-year after the discharge. The mean follow-up period was 13.2 months. The median distance between midhelix to the mastoid region was 2.8 cm before the surgery and it was 1.5 cm after the surgery. The mean total operation time for one ear was 27.6 minutes [20-40 minutes] (Figs. 2 and 3) . No complication occurred except for one unilateral haematoma and one unilateral suture reaction. In the first case, the haematoma was drained under local anaesthesia and the same surgical procedure was followed according to the author's Fig.1 : (1a) Operation was started with skin incision and suprapericondrial dissection, (1b) To determine the suturation sites, a surgical pen was used to mark four points on the scaphoid fossa or the area corresponding to scaphoid fossa, (1c, 1d). Four needles were passed through those points, (1e). Four scaphomastoid mattress sutures were placed from posterior aspect of scaphoid fossa to mastoid periosteum with 4/0 non-absorbable monofilament suture material. Fig. 3 (c) technique. In the second case, the mattress sutures were not exposed, but the patient became allergic to the sutures that were inserted into the skin. After removal of the sutures, the reaction was dissolved. We did not cut the excessive skin that bulged from the postauricular area. It adhered to the postauricular sulcus with time. Over-correction, under-correction, asymmetry, sharp contours, keloid formation, external auditory canal distortion, skin necrosis and infection were not observed during the follow-up periods. One patient developed a skin reaction to the suture because of the long absorption time of the suture material. Thus, it is advised that sutures that absorb in a shorter period be used or the skin sutures are taken off at the first postoperative week. To conclude, aesthetic results were satisfactory for both the patients and the surgeon according to the postoperative patient satisfaction survey.
DISCUSSION
The auricle is one of the most complex anatomic structures of the body. It has several folds, shapes and diameters which vary from one patient to another. Antihelical fold, conchal bowl, scaphoid fossa and helix are the main anatomic components of the auricle. The prominent ear is usually caused by underdeveloped antihelical fold and/or by conchal hypertrophy (9) . Many techniques are commonly used to repair the deformity. Horizontal mattress sutures were first described by Mustarde for reshaping the antihelical fold (10) . Cartilage sparing techniques were performed for this purpose, but the risk of the recurrence was high because of the cartilage memory (11). Kaye unified the mattress sutures with anterior scoring technique. However, infection and anterior skin necrosis are the most feared complications of the anterior scoring procedure (12, 13) . Cartilage cutting and suturing techniques may be used to correct the antihelical fold, but sharp edges after the procedure are an unfavourable result (14) . A conchal resection is another method to use for an oversized concha. However, cartilage framework may weaken, which is a disadvantage of this method (15, 16) . The scaphomastoid suture technique is an alternative technique that creates a natural anatomic auricle shape. This procedure allows the creation of the new antihelical fold and the new conchomastoid angle with one type of suture (Fig. 4) .
tic results in large cartilages were satisfactory and the contours were soft. Additionally, the infection or skin necrosis was not regarded as a complication of this procedure. Furthermore, the proposed technique does not weaken the cartilage framework, and the day-time headband application period is reasonable for the patients. After all, wearing the bandage at night was not reported being uncomfortable by any patient.
Besides all these advantages, however, our technique had a limitation. In the first postoperative week, the auricles seem to have sharp contours for patient and the surgeon. It should be noted that the cartilage edges will become softer at the end of the first month. Finally, the procedure does not involve the lobule correction. That is why we include another technique in our operation for the lobule correction in severe prominency.
CONCLUSION
The scaphomastoid suture technique has proven effective in significant ways. With this technique, the operated prominent ear is aesthetic and natural with no apparent signs of the surgery. It is quick to perform, and easy to apply and learn, with minimal complications or recurrences. Nevertheless, the procedure does not cover severe prominent lobules. An extra procedure choice for lobule correction should be performed in severe cases for this reason. Depending on the locations of the transition sutures, the helix's position can be modified by the surgeon. Thus, conchomastoid [Mustarde] (10) or scaphoconchal [Furnas] (17) sutures are not needed separately. Suprapericondrial dissection is another advantage of the technique. It enables the surgeon to do the surgery quickly (the average time of the total procedure is 27.6 minutes per each ear) and prevents cartilage damage. Moreover, suprapericondrial dissection is very useful in secondary otoplasty cases which contain scarred pericondrium. Limited dissection reduces the risk of haematoma formation. This is not a cartilage cutting or cartilage sparing technique, so skin necrosis, cartilage destruction, cartilage irregularities, or recurrence risks are lower than the other techniques.
In the present study, the cartilage suturing technique proved successful as no recurrence was observed in the late postoperative period. Although non-absorbable suture material was used for scaphomastoid mattress sutures, no suture exposure or allergic suture reaction was observed. The method does not include cartilage resection or sliding. Despite this, aesthe-
